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A 55-year-old female presented to us with complaints of swelling in the left parotid region for 1 year. On examination, swelling was noted in the left parotid region with tense irregular surface, soft to firm consistency with mildly erythematous overlying skin. Computed tomography scan revealed a well-defined heterodense mass lesion with lobulated irregular margins, involving the superficial and deep lobe of left parotid gland. In addition, multiple-enhancing septae were noted with hypodense areas suggestive of necrosis. The lesion was seen infiltrating the left sternocleidomastoid muscle and encasing the left external jugular vein.
Fine-needle aspiration cytology was suggestive of spindle cell mesenchymal tumor. A marginal resection specimen of parotid was received with a firm to hard tumor measuring 7 cm × 6 cm × 6 cm with recognizable salivary tissue at the periphery. On cut surface, the tumor was solid, lobulated, gray-white in color with glistening areas [ Figure 1a and b]. Microscopically, oval to spindle shaped tumor cells were arranged in the form of sheets and fascicles in a myxoid background [ Figure 1c and d]. The cells had moderate amount of indistinct cytoplasm, round to oval nucleus with prominent nucleoli. The tumor cells showed pleomorphism with the presence of numerous bizarre cells. Tumor giant cells and areas of necrosis (<50%) were also noted [ Figure 2a and b]. Mitotic rate was 2-3/10 high power fields. On immunohistochemistry (IHC), the tumor cells were strongly positive for epithelial membrane antigen and vimentin [ Figure 2c and d]. Tumor was negative for pancytokeratin. Based on the above findings, a diagnosis of synovial sarcoma of the parotid gland was rendered. The patient further received radiotherapy and has been on follow-up for 1 year with no signs of recurrence.
This case fulfills the basic criteria established by Luna et al. for diagnosis of primary sarcoma of the salivary gland. [2] These are: 1. The patient must not have a sarcoma elsewhere 2. Metastasis should be excluded 3. The gross and microscopic appearance should be consistent with origin within the gland, rather than invasion of the gland by sarcoma of adjacent soft tissues 4. Within the limit of microscopic study of multiple sections, a carcinosarcoma must be excluded.
Our case had a monophasic spindle cell pattern with the absence of epithelial-like elements. Large areas of myxoid change were present throughout the tumor. Myxoid areas can be seen in a variety of sarcomas including fibrosarcoma, liposarcoma, undifferentiated sarcoma, synovial sarcoma, etc., It is important to differentiate between the above entities as treatment, and prognostic considerations are different. We used morphological considerations and IHC to reach a final diagnosis. This case shows that although uncommon, synovial sarcomas do occur in the parotid and should be recognized for proper management.
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Co-existing tuberculosis and adenocarcinoma of colon
Editor, Tuberculosis and adenocarcinoma coexisting in the large bowel are rare. [1, 2] Granulomas occurring in malignancy may be confused with sarcoid-like granulomas. We report a case with adenocarcinoma of the cecum and coexisting tuberculosis, highlight the diagnostic dilemma, and brief pathogenesis.
A 54-year-old female was admitted with complaints of pain abdomen, vomiting, and weight loss for 9 months. Colonoscopic biopsy in a government hospital was suggestive of tuberculosis, and antitubercular treatment was started. Due to persisting symptoms, contrast-enhanced computed tomography scan of the abdomen was done which showed asymmetrical thickening involving the small bowel, cecum, and ascending colon with deformed cecum. The possibility of tuberculosis versus malignancy was kept. A right hemicolectomy specimen was received, which on cutting open, revealed cecal ulceration with a stricture 4 cm from the ulcerated end. Sections from the cecal ulceration revealed a tumor arranged in the form of glands, infiltrating the muscularis. The areas adjacent to tumor showed epithelioid cell granulomas cuffed by lymphocytes, Langhans-type giant cells, and central caseous necrosis. One of the pericolic lymph nodes also showed caseous necrosis. Ziehl-Neelsen stain showed acid-fast bacilli in granulomas adjacent to the tumor as well as in the necrotic area in lymph node [ Figure 1 ]. A diagnosis of adenocarcinoma of cecum with tuberculosis was given.
The most common site of gastrointestinal tract tuberculosis is ileocecal region, [3] whereas adenocarcinoma usually occurs in the sigmoid colon. However, few cases have been reported with the coexistence of tuberculosis and adenocarcinoma of the large bowel. [1] Several theories have been given regarding its pathogenesis. [2] A possibility of coincidental occurrence of carcinoma and tuberculosis has been proposed. [4] However, the theory that adenocarcinoma arises from a preexisting tubercular lesion is the most favored. Tanaka et al. [2] supported the possibility that cancer arises in the background of tuberculosis, suggesting that chronic inflammatory conditions result in impaired immune response and development of malignancy. There are few opinions that malignancy reactivates old tubercular lesions. [5] However, tuberculosis in the colon at sites away from carcinoma contradicts this hypothesis. [4] Clinical diagnosis of coexisting tuberculosis and cancer is difficult because of overlapping clinical features. However, the atypical course of tuberculosis should prompt the suspicion. If any abnormality is suspected on radiology, endoscopic biopsy of such lesions is essential. The pathologist may sometimes confuse these granulomas with sarcoid-like granulomas in response to tumor antigens. Such granulomatous reactions occur in lymph nodes
